Management of the diabetic patient aims at an elusive ideal goal: control. Control is usually defined as the duplication, or at least close approximation, of the blood glucose homeostasis demonstrable in the non-diabetic individual. Whatever segment of the healthcare professional spectrum each of us represents, we do our best to move the patient in that direction.
Often when control is not achieved we label a particular patient as being of inadequate resolve, uneducable, and, worst of all, non-compliant. We become frustrated and tend to retreat behind our protective walls: &dquo;We have done the best we can do, and now it is up to him. He knows what he has to do. We are available to help in any way we can, but it's his job.&dquo; We can rest easy. The large number of diabetics who wander out of control have our understanding sympathy, but we are absolved of responsibility and guilt. We have done our best. I believe this scenario contains a flaw which originates in the interpretation of the word &dquo;control.&dquo; Voluminous scientific and speculative literature has arisen concerning the blood glucose level which must be achieved by the &dquo;controlled&dquo; diabetic. Must he duplicate the non-diabetic? Need he only come close? How close is close enough? The debate to define the goal is endless and yet one is left with the question, &dquo;Can it be achieved?&dquo;
While these are all reasonable questions, I would like to suggest that to expect answers may be unreasonable at the current state of our medical art. &dquo;Control&dquo; is not simply a goal defined by a blood glucose level. &dquo;Control&dquo; is a process. Its direction can be defined clearly: toward the non-diabetic norm until that norm is achieved, and maintenance of that norm when it is achieved. The definition of &dquo;control&dquo; cannot be limited to a specific set of blood glucose numbers. &dquo;Control&dquo; is a process, a continuing process in which we healthcare professionals and the patient participate perpetually, and without relief.
The latter is a harsh and demanding statement. It is far easier to participate in the care of an acute illness. There, as the patient walks away from the crisis, the healthcare professional's effort is often rewarded by cure and by a sense of accomplishment.
The experience can be reflected upon with pride. Ego-boosting relationships develop with the patient and his family who regard the healthcare professional with respectful gratitude. On the other hand, caring for the patient with chronic disease is far more difficult. Here in a very real way, our efforts go unrewarded. We may keep the patient away from acute complications and out of the hospital longer, and we may delay the onset of chronic complications. However, hospitalizations inevitably occur and complications frequently develop. Our relationships with patient and family twist tumultuously around complex issues such as dietary management and alteration in lifestyle. The healthcare professional may be seen as a demanding keeper who must be tolerated, or even outwitted because of idealized and unrealistic recommendations. The healthcare professional is appreciated as well-intentioned, but also regarded as impractical and perhaps even unreasonably demanding. &dquo;Control&dquo; is a process, not a goal. A decision by a patient and a healthcare professional to participate in that process is a major commitment. In many ways that commitment resembles a marriage contract. It creates a team. It is a relationship whose success requires continuous effort by all participants. In the relationship, each participant must recognize his own value, strengths, and limitations and those of each of the other participants as well.
In practice, no matter how much effort is actually expended, new problems arise continuously. And, whatever the difficulty, blame for its occurrence and responsibility for its correction must be shared. Finally, it is until death (or divorce) do you part.
To identify the need for a team approach to the process of diabetic control is now a hackneyed truism. But we still often forget that the primary member of the team is the patient. In practice we often devote so much effort to telling the patient what he must do that we forget to listen to what he would like to do and even what he can do.
A 1600 kcal ADA diet may represent appropriate nutritional &dquo;control,&dquo; but its summary prescription to a patient who is actually consuming 2800 kcal per day (calculating actual intake is often neglected) may be ridiculous. The process of control would identify 1600 kcal per day as a goal but might aim initially at a 200 kcal per day reduction, taking into careful account religious, ethnic, social, and personal preferences/requirements. A 30 kg weight reduction might be an appropriate goal. But the process of weight control begins with the elimination of weight gain and recognizes that the step alone may represent a major achievement. Real weight reduction may occur only after the correction of circumstances which impair and impede the process of nutritional compliance. When real weight reduction occurs, it may be gradual. Even though actual weight reduction is the desirable and necessary goal, the process of weight reduction is enjoying a measure of success if the patient initially succeeds only in maintaining his weight without further increase.
Slavish attention to the immediate reduction of the blood glucose to the level of the non-diabetic, to &dquo;control,&dquo; can result in the inappropriate prescription of hypoglycemic agents such as insulin, when the issue is clearly not the need for more medicine but for less nutrition and more activity. In fact, an inappropriately increased insulin dosage may actually impair the patient's ability to comply with his weight loss program.
These arguments do not minimize the urgency of managing the diabetic patient appropriately, nor do they constitute a set of excuses for failing to achieve the commonly understood goals of good diabetic management. Instead, they attempt to present an attitude, a philosophy, whose espousal may facilitate the execution of good diabetic management.
Patients with chronic diseases such as diabetes are afflicted with special problems. To deal with these problems requires a group of specially trained special people working in team with the patient. As the problems of the diabetic patient are without end, so too the integrity of the team must be continuous. It cannot be hit and run. Even though the responsibility for management truly belongs to the patient, if he slips away from the process of control it is not he alone who has failed. If he slips, it is the team which has failed. It is the team who must analyze the reasons for that failure and it is the team who must seek new approaches to the process of control.
Not everyone can participate in such an effort. Recognition of this fact does not lessen the person who as a result chooses not to participate. For those who can participate, it is in the successful implementation of the process of control itself that reward and gratification is experienced. 
